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Introduction
Annual influenza immunization remains the most effective way to reduce influenza-related complications, yet low immunization rates remain an international public health concern. 1 Many factors have been identified as contributors to low immunization rates, including concerns around accessibility and convenience, such as distance to clinics and inconvenient hours. 2 Pharmacists are highly accessible and may improve convenience for receipt of vaccinations. 3 As of December 2016, 9 of 10 provinces in Canada have legislation that enables pharmacists with appropriate training to administer vaccines. 4 Most published data have focused on the impact of pharmacists providing immunizations in the pharmacy. 5 The role of the pharmacist providing immunizations in alternative community settings may further improve patient access and immunization uptake. This article aims to summarize the experiences and results, including patient and collaborative partner satisfaction, impact on the number of immunizations and fiscal feasibility, of a pharmacist-led influenza immunization strategy in nonpharmacy community sites in rural Nova Scotia.
Methods
The project lead (S.E.B.) identified potential collaborative partners in the local community based on potential number of vaccine recipients and physical resources, including a private room and waiting room space, to provide the clinic. Collaborative partners varied and included schools, the town, the largest business in the town and a service club.
Communication tools were developed for discussions with potential partners, including a list of resources needed, such as the space requirements. The project lead contacted local employers and other potential community partners using information letters and cold calls in the spring of 2014 and followed up with interested partners in the fall to confirm immunization clinic dates. In subsequent years, the project lead followed up with previous sites and recruited additional sites through additional information letters and cold calls.
A paper-based quality assurance survey was developed and provided to patients postinjection and returned anonymously. A survey was sent by email to collaborative partners to assess their satisfaction with the service and returned by email or mail (see Appendix 1, available in the online version of the article). The collaborative partners' survey was not anonymous, in order to facilitate possible future clinics and growth opportunities. The survey was determined by the Dalhousie Research Ethics Board to be quality assurance and so exempt from research ethics board review.
The number of immunizations provided by the pharmacy was compared before and after the addition of the community administration sites.
Fiscal feasibility was assessed by subtracting the cost of pharmacist and assistant time based on their hourly wages from the total number of administration fees received. Pharmacist and assistant time was used to add vaccine recipients RESEARCH BRIEF to pharmacy files, process and file documents required by the Nova Scotia College of Pharmacists (NSCP) Standards of Practice, provide education, get consent from patients and administer the vaccinations. 6 Other costs, such as fuel and stationary, were not included in the calculations, as the pharmacy was willing to absorb these costs to offer the clinics.
Results
In the first year of the project, the 2014-2015 influenza season, 8 community partners, including schools, the local municipality, employer and service groups, were identified and 7 committed to the initiative and booked clinics. In 2014-2015, the survey was completed by 6 of the 7 community partners and 156 of 182 (85.7%) of clinic attendees. The responding community partners were all satisfied with participating in this initiative and interested in hosting clinics again in the future. Verbal feedback from community partners from 2015-2016 indicated their continued interest and hope that this service would continue. All clinic attendees who responded to the survey found the service convenient and would use it again if offered in the future. Most respondents were happy or very happy with the pharmacist-provided service (Table 1) . Additional written comments by clinic attendees were positive, reflecting their ratings of convenience. Specific comments were noted as "very convenient, " "quick and easy" and "no work missed. " In addition, comments reflected a positive immunization experience ("great needles" and "best shot ever") and the professionalism of the staff providing the service.
Two different surveys were used with clinic attendees in 2015-2016, but 1 question was the same between all years and sites-attendees were asked if they would use the service again, and 100% of respondents indicated they would. Written comments were also similar to 2014-2015 around the experience being positive and convenient. Overall, the community-based clinic participants shared that the clinic was RESEARCH BRIEF convenient for families, that it was convenient to have it at work and that it increased the likelihood that they would have the influenza immunization that year. In 2014-2015, 6 of the 7 sites were found to be fiscally neutral to positive. All 8 sites were found to be fiscally positive in 2015-2016.
Discussion
The pharmacist-led influenza immunization clinics held at community partner sites were found to be well received by the sites, were convenient for patients and resulted in increased vaccinations administered by the pharmacy, with some financial benefits.
Previous studies have found that communitybased pharmacists can increase public awareness and the provision of convenient, easily accessible immunization services that result in improved immunization rates. 2, 3, 5, [7] [8] [9] This study furthers this evidence by showing that pharmacists administering immunizations at community partner sites were convenient for the patients, based on the survey responses, and increased the number of vaccines administered. Due to the small scale of this project, we were unable to evaluate if this increased vaccine rates in the town. Another benefit to the community-based clinics was the increased visibility and engagement of pharmacists within their community, which assisted in the public seeing the pharmacist as a health care provider beyond their role as a dispenser. The clinics additionally provided the pharmacists opportunities to educate clinic attendees on other health-related matters and engage community partners to discuss opportunities for the provision of additional pharmacy services in the work place/community site (e.g., smoking cessation and health-related presentations). A strength of this initiative was the identification of supportive community partners. The partners provided a private room and assisted in coordination of clinic attendee arrival. The site survey results that indicated interest in being involved in the future were shown to be accurate, as all sites held clinics for the 2015-2016 and 2016-2017 influenza seasons.
All but 1 site had a positive financial impact for the pharmacy in 2014-2015. Costs were higher than initially expected due to extra time spent on creating patient profiles and follow-up documentation. Through collaborative processes, the team developed key practices to ensure fiscal viability of all sites in the future, including less time between appointments, a request that all collaborative sites provide a coordinator during the provision of the clinic to ensure patient timeliness and streamlining of documentation and follow-up processes at the pharmacy. The team implemented these initiatives, and the costs for 2015-2016 were lower.
Initial barriers noted by the implementation team to setting up these clinics were communication with the collaborative partners around what their responsibilities would be in the running of the clinics, such as space provision and personnel to assist with workflow, as well as helping the collaborative partners understand the importance of efficiency in workflow, so that enough injections were provided to make the clinic financially viable. A potential future barrier in expanding the practice was that some employers contacted were not interested in assisting with a clinic and would instead prefer their employees to receive vaccines in other settings, including physician offices and pharmacies. Communication with potential partners will be key to determining whether influenza vaccination clinics in the workplace are mutually beneficial to the employer, employees and pharmacy.
A potential limitation of the study was the lack of pilot testing of the survey questions and differences in the surveys used each year; however, the surveys were designed for quality assurance, were succinct and included standard questions. The response rates from individual sites and overall were very high and the results consistently positive from all clinic sites; therefore, it was felt that the surveys met the goal of providing quality assurance on site and patient satisfaction with the clinics.
Nova Scotia has a province-wide universally funded influenza vaccination program, which allows the implementation of a clinic that does not involve direct patient billing; therefore, the results of this project may not be replicable in jurisdictions with different funding models.
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Conclusion
Pharmacist-led influenza immunization clinics held at community partner sites were convenient to the site and patients, increased the number of vaccinations administered by the pharmacy and were fiscally feasible. Community partner interest in further clinics offers opportunity for future collaborations to enhance the delivery of patient-centred care. ■
